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Throughout the past few decades, demographics are
changing swiftly throughout the world. In the United
States, Japan, China, and many parts of Europe, life
expectancy has risen to well above 70 years [1]. As a
result, there is an expected increase in the number of hip
fractures in the world and an increasing demand for
treatment of fragility fractures [2]. Moreover, with an active
lifestyle that many older patients used to enjoy, there is a
bigger demand for a prompt and effective healing of the
fractures and an early return to premorbid level.
Fragility hip fracture is the most severe kind of fracture
that is caused by osteoporosis. Hip fracture patients have a
high mortality rate of up to 30% during the first year after
their hip fracture [3]. Moreover, their ambulation and
quality of life are significantly affected by the fracture as
only 50% regained their prefracture functional status in
terms of ambulatory ability and the need for walking aids
[4]. The fundamental goal of management of these patients
is to give them a painless and functional limb that allows
early weight bearing. As a result, these patients will most
likely need surgical treatment and afterwards need a
variable period of rehabilitation either in the convalescent
hospital or in the community. This constitutes a significant
health problem and a major burden to the society.
In the past few decades, there have been advancements
in the surgical implants in the treatment of fragility
fractures. Modern methods of hip arthroplasty can provide
a painless and highly functional outcome in the active
elderly patients having femoral neck fractures [5]. The
sliding hip screw and intramedullary nailing using the same
principles have been the standard treatment of intertrochan-
teric fractures [6]. Recently, an improvement in the fixation
of the osteoporotic femoral head in the form of a helical
blade has shed new light in related implant design [7]. In
addition to devising new implants and fixation materials,
recommendations on the surgical technique and implant
position such as the tip–apex distance of the lag screw
position have also been established to help surgeons deliver
the best surgery to their patients [8]. From a logical point of
view, orthopedic surgeons hypothesize that by having the
latest implant and performing a successful surgery, they can
have an immediate impact in the outcome of these patients.
This goal has not been fully realized.
Surgeons gradually realize that other factors may have
equally significant influences on patient outcome. Instead
of concentrating solely on pursuing excellence in surgical
techniques to fix a fracture more stably, should we also put
a big effort to improve the performance of existing medical
care for such patients? Are these hip fracture surgeries done
promptly without delay as in the case of other long bone
fractures? Are the surgeries left in the hands of residents
who are relatively inexperienced? How about the other
medical illnesses of these patients that may alter signifi-
cantly the eventual outcome? In many parts of the world, a
system of orthopedic trauma service and the organization of
the hospital that values prompt treatment of these patients
are lacking. Hence, the orthopedic surgeon encounters
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DOI 10.1007/s00198-010-1402-3obstacles in delivering a prompt and effective surgical
treatment to these patients. There are two main aspects in
accounting for such delays to surgery.
Hip fracture patients are typically in their 70s–90s. Pre-
existing comorbidities are commonplace, and hence, many
patients are not in the most optimal body conditions to
undergo anesthesia and surgical procedures. To correct the
underlying medical conditions will often need some time. To
address this situation, an individual assessment is required
upon hospital admission, and individualized therapy pro-
grams should be planned. This assessment must be completed
as soon as possible to allow the patient’s condition to be
rapidly optimized for surgery. On the other hand, delaying the
hip fracture surgery will predispose the patient to pulmonary,
urinary, thromboembolic, and bed sore complications. Hence,
there is often a dilemma faced by the health care workers as
how much optimization is needed for hip fracture surgery.
Therefore, an orthopedic surgeon sometimes stands on one’s
own, with little more than the basic medical knowledge, to
cope with a system that is very unlikely to satisfy an ever
growing number of patients.
In general, orthopedic surgeons cannot accept sole
responsibility for all these very complex problems.
Involving multidisciplinary members in the treatment is
a clear direction. Geriatricians, cardiologists, and anes-
thetists all become stakeholders. Clinical pathways or
geriatric fracture programs involving a team of health
care professionals from different disciplines have been
developed in some centers to ensure prompt and safe
management of hip fracture patients. There have also
been efforts in establishing a conjoint orthogeriatric
service to provide a comprehensive care to these patients
in a comanaged manner.
Besides comorbidities of the geriatric patients, there are
problems related to the process or the system that delay
surgerytothese patients.Despitethe increasingdemandinthe
treatmentoffragilityhipfractures,hospitaladministrationand
government health organizations in much of the world still
turn a blind eye to this trend. Scarce resources are not to be
blamed. Better use of existing resources is clearly necessary.
The availability of a dedicated operating theater for hip
fracture surgery has been shown to be effective [9]. Recently,
there have been also encouraging attempts to establish
national guidelines for the management of elderly hip
fractures, such as the SIGN guidelines [10]a n dt h eB r i t i s h
Orthopaedic Association guidelines [11].
Monitoring of the process of management of these hip
fracture patients by the government or health administration
organizations will no doubt also play a significant role in
ensuring early surgical treatment of these patients. One may
argue that this is due to the Hawthorne effect whereby a
short-lived increase in productivity is seen when the
performance is being measured [12]. On the other hand,
as long as early surgery does not conflict with their well-
being, elderly hip fracture patients would clearly benefit
from such clear directions.
Management of osteoporotic fractures has been a priority
of the AO Foundation. The initial focus was on concept
development of surgical techniques to enable better fixation
in osteoporotic bone. What started as a strategic initiative in
2003 has become an integral part of AO’s Clinical Priority
Program ‘Fracture Fixation in Osteoporotic Bone’.I t
provided an opportunity for orthopedic and traumatological
experts to meet and work with specialists from internal
medicine, anesthesiology, and radiology.
The aim of this supplement is to provide health care
workers of all disciplines an update of the current opinions
on how to better prepare their patients for surgery, and to
show the different efforts to overcome the administrative,
logistics, and organizational hindrance to a timely hip
fracture surgery. In fact, the current concept of geriatric
fracture care should encompass the holistic management of
these patients from surgical management of the fracture to
rehabilitation and prevention of subsequent fragility frac-
tures. We have also included reports on several successful
models of comanaged care and geriatric fracture programs,
and several review articles on how these programs affect
the outcome of patients with fragility hip fractures. We
hope it will serve as a basis for better understanding of the
orthopedic challenge in the management of such a major
health problem.
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